Office of Health Care Assurance

State Licensing Section

STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION

Facility’s Name: Aletha’s Expanded ARCH CHAPTER 100.1
Address: Inspection Date: March 9, 2021 Annual
99-631 Ulune Street, Aiea, Hawaii 96701

THIS PAGE MUST BE SUBMITTED WITH YOUR PLAN OF CORRECTION. IF IT IS NOT, YOUR PLAN OF
CORRECTION WILL BE RETURNED TO YOU, UNREVIEWED.

YOUR PLAN OF CORRECTION MUST BE SUBMITTED WITHIN TEN (10) WORKING DAYS. IF IT IS NOT

RECEIVED WITHIN TEN (10) DAYS, YOUR STATEMENT OF DEFICIENCIES WILL BE POSTED ONLINE,
DNISNIJIT 3LVIS WITHOUT YOUR RESPONSE.
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
Xl | §11-100.1-17 Records and reports. (a)3) PART 1

The licensee or primary care giver shall maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the DID YOU CORRECT THE DEFICIENCY?
licensee or primary care giver for the department’s review:

USE THIS SPACE TO TELL US HOW YOU
Documentation of date of referral and admission, referral CORRECTED THE DEFICIENCY
agency with address and telephone number, place or source
from which admitted, physician, APRN, dentist,
ophthalmologist, optometrist, psychiatrist, and all other
medical or social service professionals who are currently
treating the resident, next of kin, legal guardian,
surrogate or other legally responsible agency;
FINDINGS : '
Resident #2: Resident on hospice. No documented R 1 3.‘ LA { veve RN IS fand "Lﬂ S Fl 3
evidence of hospice services. CE—M' . - -
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
DX | §11-100.1-17 Records and reports. (a)(3) PART 2
The licensee or primary care giver shali maintain individual
records for each resident. On admission, readmission, or
transfer of a resident there shall be made available by the FUTURE PLAN
licensee or primary care giver for the department’s review:
USE THIS SPACE TO EXPLAIN YOUR FUTURE

Documentation of date of referral and admission, referral PLAN: WHAT WILL YOU DO TO ENSURE THAT
agency with address and telephone number, place or source IT DOESN'T HAPPEN AGAIN?
from which admitted, physician, APRN, dentist,
ophthalmologist, optometrist, psychiatrist, and all other
medical or social service professionals who are currently
treating the resident, next of kin, legal guardian,
surrogate or other legally responsible agency;
FINDINGS 5
Resident #2: Resident on hospice. No documented evidence | 19 H‘l ’S‘*h“'l . w\du A -Mv M RM (apa |
of hospice services. Shol g Svl_q Ay B IV GV 16, W chiod's LJ‘ /;3/2&',,
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
@ 11-100.1-17 Records and reports. (h}3)}C) PART 1
Miscellaneous records:
When day care clients are permitted in a Type | ARCH, DID YOU CORRECT THE DEFICTENCY?
records shall be maintained and include:
USE THIS SPACE TO TELL US HOW YOU
Emergency information; CORRECTED THE DEFICIENCY
FINDINGS .
Resident #1: no emergency information sheet available for Made ow © S G)u\gaﬂ LpLev nkdd’f 4p AN
review, -0t
ghutt and £ (n° chadls Aot dov q||5]7w




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
11-100.1-17 Records and reports. (h)(3XC) PART 2
Miscellaneous records:
When day care clients are permitted in a Type | ARCH, FUTURE PLAN
records shall be maintained and include:
USE THIS SPACE TO EXPLAIN YOUR FUTURE
Emergency information; PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
FINDINGS
iisiied\ﬁfu #1: no emergency information sheet available for i1 The %K‘ TN OJUL SuAL _\ hed H‘J\
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Licensee’s/Administrator’s Signature: /)'D/M 3 ?l 54\

Print Name: F{OMW 0 F%Lqu

Date: LH‘ 0, “"Wl\



